consistent with TB meningitis and acid-fast bacilli were isolated from the bone biopsy.
TB osteomyelitis had disseminated in the blood, with subsequent development of miliary TB and TB meningitis. HIV testing at the time and six months later was negative. The patient's immunoglobulin levels were all normal. She was treated with quadruple therapy and steroids, in line with the latest British Thoracic Society guidelines, 1 and made a complete recovery.
DISCUSSION
TB has increased in frequency in the western world, 2 and patients presenting with TB meningitis have the worst prognosis. 3 However, TB of the foot is not well reported in the medical literature. TB arthritis represents approximately 35% of extra-pulmonary TB, 4 Cases have been reported in the sternum, 5 skull, 6 symphysis pubis and sacroiliac joints. 7 It is more likely to present with insidious onset, joint destruction, local deformity and draining sinuses. In over 50% of patients the chest X ray is normal and may not assist in the diagnosis. 7 We report TB osteomyelitis in the foot of a caucasian patient with no obvious risk factors, with subsequent meningeal involvement. The patient was HIV negative. A low threshold for considering the diagnosis, with prompt recognition and treatment, is essential to prevent neurological damage. Clinicians must be aware that TB can cause a monoarthritis. Diagnosis by synovial or bone biopsy is indicated because culture of sinus exudates or joint fluid may not identify the tubercle bacillus and so may be misleading. We recommend that anti-TB therapy be started immediately following biopsy if the diagnosis of TB is suspected. This may prevent serious morbidity and mortality by preventing haematogenous dissemination of bacilli.
and it predominantly

